Welcome to the e PREP provider portal page!

1. New providers / groups enrolling with Maryland Medicaid for the first time will need to
create a user profile. In order to begin this process, please click the “Sign Up” hyperlink
shown below:

~
Welcome to ePREP!
@ Let's Sign in Best viewed in:@ Chrome
Username 1
E-mail address y
DEPARTMENT OF HEALTH
Don't have a User F'rnﬁle Next
A WARNING! A
You have accessed Maryland Medicaid's Internal Test Site - NOT Intended For Public Use
Applications submitted from this environment WILL NOT be processed by Maryland Medicaid.
To access Maryland Medicaid's Public Site e {# 4553
b

2. On this page, you will enter your personal information (first and last name), create a
username, password and fill in all corresponding information followed by selecting the
“Next” button when completed.



Welcome to ePREP!

L My name is Lucy. I'm here to helpyou creste your ePREP User Profile. This profile allows you to securely login to the ePREP
| Portal at any time (24/7] from an up-to-dste web browser: Chrome, Firefox, Safari, IE Explorer.

'- Let's get startea!

First neme Last name
Usarnams
Password Conflrm =

Prone number
Recovery emell sddress

This seCAPTCHA i e iy purpesca vmly. Flessc sepuet e 4k ki i
i e acing i

\/ .I'm not a robot

Frivacy - Tamz

By selecting Mext, you agree to the Terms and Conditions.

Best viewsd in: 6 Chrome @

3. In an attempt to increase security measures within the portal, please determine how you
would like to receive your authentication code - once you have made your selection, please
click ‘Next”.

- We heve increassd our security levels snd need to werify your device.

( !* Choose an option below to receive your security code.

“' Oince you receive the code, you will enter it here in ePREP before you can login

@ Sendtext messsge to my phone number
Call miy phone number

Send to my recovery emall sddress

4. Please enter your 6 digit authentication code and click “Verify”.



I'm sending-you the verification code to this location. This code will expire in 90 minutes. This code can only be
generated up to 5 times within a 24 hour period.

@ The verification code has been sent to your Phone Momiber:

<o (410)

ePRER- Enter & dight Verification Code

(=

@ You did it!

A A

Success

Select Login to continue

LOGIN

5. Once you have successfully entered and verified your security code, users will need to
login for the first time with your username (email address) and password. Both of which

were entered and created in the steps above.



Welcome to ePREP!

Let’s Sign in

2

Username

Maryland

DEPARTMENT OF HEALTH

Dorit have  User Profile? Sign Up

A WARNING! A

You have accessed Maryland Medicaid's Internal Test Site - NOT Intended For Public Use
Applications submitted from this envirenment WILL NOT be processed by Maryland Medicaid.

To access Maryland Medicaid's Public Site  [fallsiq13543

€PREP Portal SS0 Version: 4.0.1.5 - Build Number:180
© Copyright 2021 Digital Harbor Inc. All ights reserved

Snagit Capture

6. Once you have entered your credentials, you will be asked to create your business profile.
In order to do this, you must first enter and verify your NPl number.

Let's Create Your Business Profile

Moww that you have a User Profile, you will need to set up a new Business Profile or join sn existing one.
Start by entering your NP or Provider 10,

Enter MNPl or Provwider 1D

| |

Required value
O Verify MPI/Provider 1D

O I'm newe to Maryland Medicaid and | do not heve an NP or Provider ID

7. Once you have entered and verified your NPI, the provider ID box will turn green and you
will be able to enter the provider / group name you are attempting to enroll.

**This is the name that will be listed on your provider business profile.**



My Home Applications Accounts My Tools~ Help What's New!

Let's Create Your Business Profile

Enter NPl or Provider D
[ l

Q Verify NPI/Provider ID

Tnank you! It looks like your organizstion is new to ePREP Enter the
3 . 3

t e . C

D |
R Maryland

[MDH HOME VISITING SERVICES DEPARTMENT OF HEALTH

8. Security questions portion: please select and correctly answer three corresponding
security questions as they pertain to your business. Once you have completed this portion,
you will be able to continue moving forward through the business profile creation process
by selecting “Next”.

= K ~PAULAM GONCE {% ~ Allyson

First Question

l What is your date of birth?

Answer

se/ee/ense

Correct Answer

Second Question

l What are the last 4 digits of your SSN?

b
Maryland

DEPARTMENT OF HEALTH

address?

Congratulations!!

You had succesfully linked your account(s) to your Business
Profile.
To see your account(s) now click here or select continue to g0

€PREP Portal
Version: 410120 Build: #1235
& {opyright; 2021 Digital Harbor Inc. All rights reserved. =

**It’s important to note that sometimes these security questions are bypassed and are
able to be completed later in the enrollment process**

9. Once your business profile has been created, you will be taken to the e PREP home page
shown below:



0 O (Helle. I Ly your virtual guide on ePREP o s3Izt yiou on the path to become & Marylana Medicsid prnw:ler.)

10. From here, please click the “My Applications” tab / or building with the “My
Applications” heading attached shown above.

11. Once you have successfully entered the “My Applications” tab, you will need to create a
new application in order to enroll your provider type with Maryland Medicaid. **Circled
in the screenshot below.**

B My Applicstions i

@ o] O ( Listed below Sre your in-progr submitted icati your Manydand Mediceid munts.)

‘ @ New Applicstion |

Y InProgress2 o :E::‘_':e":o [3* Resubmitted D ) Approved0 (X) Deniedo



10. Application Generation: One you have clicked the ‘New Application’ tab, the following

selection will need to take place in order to generate your enrollment application.
11. Application Generation Selection: please make the selections listed below:

e |I'm new to Maryland Medicaid, and | want to create a new application
® |'m a Facility, Clinic, Health Care Organization or Waiver Provider.

® 7, Z, /)

Start Application Business Structure NPI Provider Type

Hello, Allyson!

Plzaze anzwer this simple questicnnaire to nelp me to determine the correct type of application for you.
If you needa nelp witn any of these options, you can watcn tne Questionnaire in-context tutorial.

Let's get startea!

O . oot o
D 'm enrolled in Maryland Mediceid, and | went to creste an applicstion
¥  I'menrollea in Marylsnd Medicsid, end | went to affiliste with ancther provider i

® L -
: I'm new to Maryland Medicaid, and | wantto creste a new applicstion
What kind of provider sre you?

|&

.

@By I'man Ingividusl hesltn care practitioner i

~ g

&) - P~ - R
ﬂnl= ma Group or FQHC health care practice i)

e I°'m a Facility, Clinic, Heslth Care Organizstion or Waiver Provider. E

O »
& Wantto make chEnges To My SCCOUNT

Once you have mede your choice, select Continue.

e Select the option: Other Healthcare Organization



® @ @ O

Start Application Business Structure NP1 Provider Type

!.‘Q. o O (Great'. MNow select the business structure which best fits you as a Facility, Clinic, Health Care Organization or Waiver Provider.)

| need a Maryland Medicaid account to bill for health care services and | am applying as
) Facility
@ Other Health Care Organization

) Waiver Provider

Once you have made your choice, select Continue

B

O

Q

Provider Type

Start Application Business Structure

z
=

Oksy, you nave chosen Resource for vour spplication. Please enter your Type 2 National Provider ldentifier (NP1} that you want to use
il O O for this spplication, and selzct Verify.

National Provider Identifier (NPT) m

Required value

WWhen you have entered and verified your NP, select Continue.

m

12. Once you have entered your NPI, please click the ‘verify’ option. Once the NPI has been
verified, the NPI box will turn green and you will be able to successfully continue through the
application generation process.

**Please ensure that the Legal name, Provider type, entity type and Taxonomy are correct**



@ @ @ O

Start Application Business Structure NPI Provider Type

!"'v O O Terrific! Mow | have your registry! To be safe. check if your information is correct before moving.on )

National Provider |dentifier (NPI) @

National Provider Identifier (NPI)

Type 2-Organization

Legal name MDH HOME VISITING SERVICES

Taxonomy Code(s)
NPPES address (registered)

Is this information correct?

@ Yes O No 0

When you have entered and verified your NP|, select Continue.

13. If all of the organizational information displays correctly, please select ‘Yes’ and continue.

14. Provider Type - in the drop down box menu, please select the provider type Home Visiting
Services and click continue.

@ @ @ O

Start Application Business Structure NPI Provider Type

!"w I (o) O (Now that your NP1 has been verified, select your Group's Provider Type from the drop-down list. and press Continue to move Dn,)

Provider Type

I HOME VISITING SERVICES v

When you are ready, select Continue.

15. Successful Application Generation - Once you have generated the application, you will
be able to complete each required section from start to submission.



Provider Name

MDH HOME VISITING 16% Complete 0% Documents

Facility

. Provider Type
m Application 1D
Crestion Date
Package Type

Content ©Expand All

Getting Started

P Geringstarted

IEI Business Information

Practice Informstion

'.1 Disclosure Information

W Rendering Provider Affilistions
& Signature

B Suomit Application

™ Getting Started

In-Context Tutarizls (ICTs) are svailanle to assist in gensrsl sress of the Portal while

filling aut your applicstion

eoo

Just look for the 5 icon.

Getting Started E
Eamilizriza yoursalf with 2l the elemants of this pege. including

»  Applicetion structure
= Socisltools

= Ststusindicetors

EE Cneck out these ather helpful ICTs for Social Chat, Explanations, Share and Messages

1578 | [z | A Mew Message m

2111GZ10
1171672021

0000

16. As you navigate the application, this side bar will indicate your progress. A fully shaded circle
denotes a finished section, while a half shaded circle signifies an incomplete section. Example

shown below:



Content © Expand All
Getting Started

} Getting Started

Iﬂ Business Information 0
Practice Information 0
"1 Disclosure Information 0
@ Rendering Provider Affilistions 0
a“ Signature 0
— Submit Application 0

Business Information: Please enter all provider information into the corresponding data fields
within this section.

17. If your organization has a DBA name, please select ‘Yes’ and enter the DBA name in
addition to adding the supporting documentation for this DBA.
e If your organization does not have a DBA, please select ‘No’



Content ©Expand All

Getting Started
m_ Business Informaticn

’ m‘l Business Profile

& Conzact Perzon

@  Addrasses

D Logjstics

Practice Information

'i! Disclosure Informaticn

% Rendering Provider Affilistions
ﬁ. Signature

B suomit Application

® 0 06 @ O

@ 0 @ @ @

o O

Business Profile TIN/SDAT & Business License

! o o ‘ Plzsze share some basic information sbout your business.

L 4§

Legal name MDH HOME VISITING SERVICES

Does your business use a registered Doing Business As (DBA) name?

Entity type ‘ <Select onex V| 8

Required velus

Business number ‘ |

Required valus

Extension

Practice
Website's URL

0

Summary

O ez O Mo

Required value

e000ee



Content © Expand All 0 O O

Business Profile TIN/SDAT & Business License Summary

e o O ( Plezze share some basicinformstion ebout yourDusl’ness.)

Legal name |r-,'D-| HOME VISITING SERVICES |

Getting Started

[E8] susines: information

’ lh-l Business Profile

&a ContsctPerson

@ Adoresses

B Logisticz

Does your business use a registered Doing Business As (DBA) name?

® 9 9 0 @ ©

® Yes O Mo

@

Practice Information
DBA name

‘&M Disclosure Information

Required velus

Doing Business As (DBA) statement

AR Rcnaering Proviser Affilistions

(-\) Dregand arop here or browse
50MB Meximum

f Signaturs

@ 0 e @

B> Submit Application

Entity type <Selectone> v| s

Required velue

Business number | |

Required velue

Extension

Practice
Website's URL

©00O0C

For Entity type, please choose the entity that best fits your organization. Please be prepared to
upload all supporting documentation for this choice ex: Non-profit Organization requires a 501(c) be
attached to the application.



Content © Expand All 0 O o

Business Profile TIN/SDAT & Business License Summary

Getting Startzo ®
[E8] susiness information o _
o O Pleaze share some basic information ebout your business.
=
’ lh-l Business Profile o .‘
&a ConsctPerson o Legal name |r DH HOME VISITING SERVICES |
@ Addresses o
Does your business use a registered Doing Business As (DBA) name? O Yes ® No
D Logjstics .
oo
&
Practice Information o
Entity type | Nerr-profit Orgsnizstion 501(c) v | 88
‘&M Disclosure Informastion o -
MPO- Non-profit Organization 501c)
Dragand drog here or browse
A8 Renoering Provider Afflistions o Q S0ME Madmum
Business number
& Signature o]
Required value
B suomit Application o .
Extension
3 Practice
Website's URL

18. TIN / SDAT Business License: Please enter your TAX ID number into the corresponding data field.
Once entered, please click on the ‘Select your file’ button to upload the TIN/EIN document and name
your document in the ‘Document Name’ box.

O0000EC



Content © Expand All

Getting Started
IEI_ Business Information

> H Business Profile

an Contact Person

@ Addresses

D Logistics
Practice Information
"@M Disclosure Information

3‘ Rendering Provider Affiliations

&

g Signature

P Submit Application

e 0 0 0 @ o

@ O @ @ @

o O O

Business Profile TIN/SDAT & Business License Summary

I need some additional information about your business. Don't forget to attach a clear

@ 0 O copy of your documentation.

Provider Federal Tax @
Identification Number (TIN)
or Employer Identification
Number (EIN)
TIN/EIN

(\’ Dragand drop here or browse
SO0MB Maximum

State Department of
Assessment and Taxation
(SDAT) number

N/A

Required value

O000Ce



Upload Document

Drag and drop here, or

File size can not be greater than 50 MB

Please note that in order for your document to be reviewed, you must remove any

passwords that have been used to keep it secure.

Section Name TIN/SDAT & Business License

Document Mame

Title
Required value

Description

Share it in Document Library.

This is a sensitive document.

m

Example of a TIN / EIN Letter:



INTERMAL REVENUE SERVICE

p——
alﬁ Identification Number:

rorn: [
mmber of this notice: _

For assistance you may call us at:
1=000-829-493)

IF YOU WRITE, ATTACH THE
STUB AT THE END OF THIS MOTICE.

WE ASSTGNED YOU AN EMPFLOYER TDENTIFICATION WUMIER

Thank for applying for an Employer Identification Wumber (EINj. We assigned you
EIN ﬂ. This EIN will identify you, your business accounts, tax returns, and
documents, even Lf you have no employess. FPlease keep this notice in your parmanent
records.

Whan filing tax documents, payments, and related correspondence, it is very important
that you use your EIN and coeplete name and addresas axactly as shown above. Any wvarlation
may cause a delay in processing, result inm incorrect information in your account, or even

caugse you to be asslgned more than one EIN. If the information ls not correct as showm
above, pleass make the correction using the attached tear off atub snd return it to us.

To obtain tax forss and publicatlonsa, lncluding those referenced in this notlce,
visit our Web aite at www.lrs.gov. 1If you do not have access to tha Intarnet, call
1-800-82%-3676 |TTY/TOD 1-800-829-405%) ar wvisit your local TRS office.

IMPONTAMT REMINDERS ;@

* Esep a copy of thia notice in t records. This motice Is Lssusd only

be anle to ge

one tise and the IRS will not gesarate a duplicate copy for you. You
say give a copy of this documsnt to anyone asking for proof of your RIN.

* Use this EIN and your name exactly as they appear at the top of this notice on all
your federal tax for=s.

* Rofer to this EIN an your tax-related correspondence and documents.

If you have guoations about your EIN, you can call us at the phone number or write to
us at the address shown at the top of this notice. If you write, please tear off the stub
at the bottom of this notice and send it along with your letter. If you do not need to
write us, do not cosplete and return the stub.

Your nahe control associsted with this EIN is CAME. You will need to provids this
information, along with your EIN, if you files your returns slectronically.

Thank you for your cooperation.

19. State department of Assessment and Taxation (SDAT) number, please enter your
business SDAT number.
e Providers are required to obtain and disclose their SDAT number on all
applications that request it. Please do not check ‘N/A’.

20. Contact Person Information: Please be sure to fill out the contact information correctly. The
contact person should be the managing employee of the application. If there are any questions
regarding the application, this person will be the direct contact person.



Centent

Iﬂ_ Business Informaticn

m‘l Businzzs Profile

’ &a Contact Person

© Expand All

@ Addreszes

D Logjstics
Practice Information

‘a¥ Disclosure Informstion

AR scnoering Provider Afflistions

£ Signature

B> supmit Application

® 9 0 0 @ ©

@ 0 @ e @

o O

Contact Person Information

Summary

eoo

Whne shoula | contsct it | neve questions sbout your application?

Please choosea contact parson who will be avsilable during rezular business hours.

L j

First name
Last name

Title/Position

Business number

Extension
Fax Number

Correspondence email address

Required value

Required valus

Required value

Reguired value

21. Service Address: Please fill out the service address portion of the application

C000CO



Content O Expand All

Getting Started
m Business Information

lh-l Business Profile

a Conzsct Person
} O Addresses
D Logjstics

Practice Information

'.‘ Disclosure Information

W Rendering Provider Affiliations

p" Signaturs

B submit Application

® 0 00 @ ©°

@ 0 @ e @

o

Service Address

O

Pay to Address

O

Mailing Address

U

Summary

Your Maryland Medicaid sccount is based on the location where health care sarvices will be

provided.

As youtype, 8 sUEEested sadress will appesr that cen suto-fill the rest of the form for you.
Fememker that & PAO. box cannct be used a5 & service address.

e 0O
e
¥ Wiew Address

Street

Ste. /Apt. #

City
State/Province
County

ZIP Code/Postal Code

Required value

Required value

<Select 5 State>

g
o

Required valus

Required valus

Required valus

22. Please answer the following “Yes” or “No” questions as they pertain to the organization.

Is this service location ADA (American Disahilities Act) accessible?

Does this service location have TTY capability?

() Yes () No

Required value

() Yes () Mo

Required value

23. Pay-to Address: Please enter the pay to address of the group. If the pay-to address is the
same as the group’s service address, please select the “same as service address” check box.
e If you are not registered for EFT, this is the address the payment will be sent to.



Content © Expand All

Getting Started

H Business Information

H Business Profile

& ContactPerson

> @ Addresses
D Logistics

Practice Information
_"\i Disclosure Information
%’" Rendering Provider Affiliations

’0

Signature

B Submit Application

@ 0 @ @ e

@ O @ @ @

o O

Pay to Address

Service Address

O

Mailing Address

[ o O (Please let me know the address where you want to receive Dayments.)
! -

O Same as Service address

9 View Address
Street

Ste./ Apt.# Cyyita/hnt
City
State/Province . . -

County Caunt

Required value

ZIP Code/Postal Code

0

Summary

O000CEe

24. Please fill out the Mailing Address for the location. If there is a specific person that needs
correspondence, please identify them. Please say: ATTN:LAST NAME, FIRST NAME

e |[f the mailing address is the same as either the service address or pay-to address (or

both), please check the boxes circled below.



Content ©Expand All 0 0 0 O @
. < g . Service Address Pay to Address Mai IinEAddress Summary @
etting Starte
[ﬁl Business Information O
@ Last step! Add a mailing address where you want receive official Maryland Medicaid 6
4 O correspondence.
H Business Profile o w‘ o e
.:. Contact Person 0 Q
’ o ame as Service address
@ Addresses
B Logistics 0 ame as pay to address.
9 View Address
Practice Information o Street
;‘g Disclosure Information o Ste./Apt.# Suite/Ap
ci
%‘ Rendering Provider Affiliations o ity
State/Province
£* Signature (o] M
County County
B Submit Application o

Required value

ZIP Code/Postal Code

h.maryland.gov/ProviderPortal/applications.do?nth=he&prid=4...

Logistics / Practice Operations - Please answer the following questions as they pertain to your business:

25. What are the business hours for this business location?

e If you are open 24/7, please check the box.
e [f you are open for specific business hours, please list them here

What are the business hours for this business location? ) Open24/7

() Open on specific business
days/hours

Required value



Content © Expand All . .

CO0000

Practice Operations Summary
Getting Started .
IEI Business Information o
Mow for some more information sbout your business. Plesse answer these guestions 5o | cen
A 0 o leErn mors sbout your operations.
Al susines: Profile o
; Conzscs Person o
o What are the businesa houra for this buzinesa location? O Open24/7
@ Addresses
® Openon specific business days/hours
P B st °
oo
&
Practice Information o

Mondsy From

on®)

e
A

‘ad Disclosure Information 02:00 Al 05:00 PM

Tuesdsy Fram

W Rendering Provider Affilistions o
on® 05:00 PM

f Signature 0 Wednesaay From

on®), 05:00 PM
Thursday From
on'®) 05-00 PM
Fricay From

on®) 05-00 PM

Ssturday From

B> supmit Application @

y

6‘ 6‘ Ia' Ia' Ia' Ia' Ia'

Sundsy From

¢

26. Has the staff of (Organization) completed cultural competency training? Please answer yes or no.

Has the staff of MDH HOME VISITING SERVICES completed culturzl competence

training? W vex O Mo
[wn]
oo
27. Is (Organization) accepting new patients? Please answer yes or no.
Is MDH HOME VISITING SERVICES accepting new patients? ® Yes (O Mo
=0}
[soa)

28. What is the age range of the patients that will be treated at this service location?



What is the age range of the patients that will be treated at this service location? O Enteragerange () All ages

Required value

o0
o0
29. Does (Organization) see fee-for-services (FFS) Medicaid participants? Please
answer ‘yes’ to the following question.
Does MDH HOME VISITING SERVICES =ee fee-forservice (FFS) Medicaid @ Ve
participants? ® Yes
¥ Mo. 1 only 2ocept HealthChoice
MENEEEd CEMe patients
[ ]
[ss)

30. Does (Organization) provide language services to their patients, other than English, at this
location? Please answer yes or no.

Does MDH HOME VISITING SERVICES provide language services to their patients, .

other than Englizh, at thiz location? O Yes ® No



Does MDH HOME VISITING SERVICES provide language services to their patients,

other than English, at this location? ® Yez () Mo

Language Services Offered

Spanish
Portugusse
kalian
French
Japanese
Cantonese
Mandarin
Other Chinesze
Karean
German
Arabic
Armenian
Cambodian
Farsi
Hmong
Wigtnamese
Russian

Tagsalog

O 000000000 o0o0oOoOO0ooooooaoa

Hindi

Reguired value

31. Once you have completed filling out all of the Business Information, the circle will be completely
filled in.

W

’ B Logistics .

Practice Information: License and Certifications

32. Please select ‘No’ for any questions regarding license / Certifications / DEA / NCPDP / and
Laboratory certifications

[=n]
2]



Content © Expand All

Getting Started

Practice Informastion

’ " |:| Licenses & Certifications
A MNPl Taxoncnvy/Specistcy

am Additionsl Information

‘&M Disclosure Information

AR Renaering Proviaer Afilistions

ﬂ’ Signature

B Suomit Application

Is MDH HOME VISITING SERVICES required to have & Mational Council for

@ 00 @ @ o

@ 0 @ @

Licenses & Certificates Summary

Here's where you can sttach all of your licenses and certificates.
i O O Plzaze providz clear coples so my snslysts can read them.

|s MDH HOME VISITING SERVICES required to have a Licensze/Certificate to provide -
services to Maryland Medicaid participants at this location? (L Yez @ No

Does MDH HOME VISITING SERVICES have & current DEA Certificate? O Yes ® No

Please explain

N/A

In the explanation box, please enter ‘N/A’

Prascription Drug Programs [NCPDP) certification? O ez @ Mo
Will MDH HOME VISITING SERVICES bill for laboratory services provided to Maryland o _
Medicaid participants at this location? L2 Yes @ Mo

IN/AI

Taxonomy code should match what is in NPPES
Specialty codes are assigned by MDH staff, Leave specialty codes blank - please select

[=2]
(s

OO0V

33. NPI/ Taxonomy/ Specialty page: Please double check that the NPI listed on this page is
correct.



H Business Information

Practice Information

. p Licenses & Certifications

) A MNPI/Taxenomy/Specialty

& Additionsl Information
:‘Q Disclosure Information
&‘ Rendering Provider Affiliations
Signature

B Submit Application

@ o 0 0 @

@ O @ @

Great work! Now let's check the NP number you provided and verified when you
created your application. Then enter your taxonomies.

i 0 O Don't forget to have ready a Primary Taxonomy Code.
!w

Mational Provider Identification (NPI}

Associated Taxonomy Codes

Description Taxonomy Code Type

Mo taxonomy code listed.

Associated Specialty Codes

N/A

Specialty Code Description Type

No Specizlty code listed

Actions

Actions

O Add

Please list the associated taxonomy code. This taxonomy code is listed in NPPES and was given to
you when you first registered for the NPI.

Add Taxonomy Code

Taxonomy code

Type

HOME VISITING SERVICES

® Primary () Secondary

000K




H Business Information

Great work! Now let's check the NPI number you provided and verified when you
created your application. Then enter your taxonomies

@ lo] O Don't forget to have ready a Primary Taxonomy Code.
-

Practice Information

000K

. p Licenses & Certifications
Mationzl Provider |dentification (NP1}
’ i!’l NP/ Taxonomy/Specialty

e o 0 @ o

Associated Taxonomy Codes
; Additional Information ©Add
-EQ Disclosure Information 0
@ Rendering Provider Affiliations 0 D T Type ctees
HOME VISITING ) oo
.. o e 374J00000X Primary & fii 88
g Signature
Associated Specialty Codes
Submit Application 0
o pp —
©Add
Specialty Code Description Type Actions x

No Specizlty code listed

34. This is the Addenda/ Supporting Documents page. Please be sure to attach the ‘Medical
Assistance Program Application Facility / Organization: PT Home Visiting Services.

Content ©Expand All 0 0 @
Addenda/Supporting Documents Summary Q
Getting Started .
Iﬂ Business Information 0
The provider type requires addenda and supporting
i 0 O documents to be stteched to this spplicstion.
Practice Information 0 .‘
@ Licenses & Cartifications [ Select Addenda/Supporting Documents to sslect the required sddends snd supporting documents. Once you have completed the required :
attachments select the Add bution.
& NPl Taxonomy Spacisity Qo
’ o Additional Information a
MJA
Disclosure Informstion 0 A
W Rendering Provider Affilistions o Addenda/Supporting Document Name Documents Actions
£ Signsturs o Addenda 2 @ |s:
Submit Application 0




You can find the needed Addendum by going to the Maryland Medicaid website or by clicking on the
following link and downloading the Addendum:

https://health.maryland.gov/mmcp/Pages/Provider-Enrollment.aspx

The following screenshot is an image of the needed Addendum.

(3
MARYLAND

If you have guestions, please contact the Provider Enrollment Helpline at 1-B44-4MD-PROV |1-B44-363-TT6E)
Maonday — Friday from 7am — 7pm.

All providers are reguired to use the electronic Provider Revalidation and Enrollment Portal, or gPREP

[eprep.health-maryland.gov) for enrollment, information updates, provider affiliations and revalidations.

Flease fill out the information below and uplead the completed addendum to the “additional Information” section

under “Practice Information” within the gPREP (eprep health maryland.gov) “Applications” tab, along with any
additional documents requested within the addendum.

Attestation of Evidence-based Home Visiting Medel Certification [Check all that apply]
A The organization attests that they have obtained and maintzined either 1) Healthy Families America [HFA) OR 2)

Murse Family Partnership (MFP) accreditation.

A The organization maintains and has attached below documentation from either HFA or NFP indicating their
status and will notify Maryland Department of Health [MDH) of any change in recognition status within 30 days.

attached Documentation of HFASMNFP accreditation status [Check ong]
A Yes
A Mo If no, please attach explanation.

Attestation of HFA/MNFP Home Visitors Certification [Check all that apply]
A The organization attests that all employed home wisitors have successfully completed the requirements for HFA

or MFP home visitor certification and have exhibited the competencies necessary to deliver home visiting
services as stipulated by HFA or NFP through the most current standards.

d The organization maintains a typed roster of all home visiters who are in good standing, which indludes each
home visitar's full name, MPI number {optional), birth date, and Social Security Number; with proof of their
qualifications as described above, and will be able to provide supporting documentation if requested by MDH.

Attestation of HFA or NFP Recognized Organization Record Keeping
A The organization's records will include an attestation from HFA or MFP, as applicable, that the Medicaid
participant for whom it is submitting a claim to the Managed Care Organization (MCO), has met the eligibility
and engagement criteria as descriced in the Maryland Medicaid Healthchaice Home Visiting Services program
eligibility criteria and reimbursement methodology.

Attestation of Fingerprint Criminal Background Check Completion
A The organization understands that all owners with 3% or more direct or indirect ownership interest will be
required to complete a Fingerprint Criminal Background Check (FCEC] as required by the Centers for Medicare
and Medicaid Services (CMS).


https://health.maryland.gov/mmcp/Pages/Provider-Enrollment.aspx

If you answered ‘Yes’ and additional documentation is needed, please upload it to the
application.

35. Please click on the ‘Add’ button to name the Addendum

Addenda/Supporting Document

Addenda/Supporting Document Addendal
Name

PRINCE GEOR &% ~Hannah

i Addenda/Su g Documents Summal
Getting Started L v

la Business Information

Practice Information

The provider type | DOULA / HVS requires addenda and e
& o O supporting documents to be attached to this application. @

Select Addenda/Supporting Documents to select the required addenda and supporting decuments. Once you have completed the
required attachments select the Add button.

Licenses & Certifications

&& NPl Taxonomy/Specislty

e 0 @ o o

> & Additional Information
NAA

*-a Disclosure Information

Q’v Rendering Provider Affiliations
Addenda/Supporting Document Name Documents Actions

Addenda @ /s B |=
o

p* Signature

@ O e @

B> Submit Application

36. Once the Addendum is uploaded, please click continue.



Continue =

37. Adverse Action: Please fill out any adverse action information.

Getting Started

| P —

Naow please provide informstion sbout any sdverse actions as specifically ssked in tne following
questions with a clear copy of each requested document.

Practice Infermaticn

i o) O This information must be sccurate, complete and true to the best of your knewledgs snd balisf

Q
Q
Q

‘¥ Disclosure Informstion

@ 0 0 0 0 Q@ 0 e o e

Hzs MDH HOME VISITING SERVICES been tarminsted, denied enroliment, suspended, O Yes ® No
} restricted by Agreement or otherwise sanctioned by the Medicsid program in Maryland
/z Adverse Actions . . . .
orin sny otner State, Medicare, or sny governmentsl or privete megicsl insurance
program?
@ Fines and Debes (Gov.) -
=
[ T—
Hez MDH HOME VISITING SERVICES ever been convicted of a crime related to the O Ye: @ Na
g . :
l*‘ OwmershipControl Interest furnishing of, or billing for, medicsl care or supplies or which is considered an offense
agginst public administration or sgainst public health end morals in any State?
@ Significant Transsctions )
o Delegzted Officisls
Hez MDH HOME VISITING SERVICES ever been found lisble for fraud or abuze O Yes ® No
involving a government program in sny civil proceeding?
@ Rendering Provider Affilistions o -]
ﬁ‘ Signature 0 Haz MDH HOME VISITING SERVICES ever entered into s settlement to resalve & O ves ® Mo
proceeding relsted to fraud or sbuse involving & government program?
B Suomit Application o
Has MDH HOME VISITING SERVICES aver heo their business or professions| licenss or O ves ® Mo
certification suspended, surrenderad, or in any wey restricted by probstion or
agreements by any licensing suthaority in the state?
o
&
- - i & sulti - jans?
Arethere currently any proceedings that could result in the above-stated sanctions? O Yes ® No
oo
&

38. Once you have completed the adverse action page, please click continue. Please fill out any fines or
debts that the organization has.



39. Subcontractors:

Content ©Expand All 0

ngStarted
m Business Informaticn

Practice Information

&N Disclosure Information

A Adverse Actions

> @ Fines and Debts (Gov)

Fines and Debts (Gov.)

QD

Summary

=]

If you heve any fines or cebts to any organizstion related to Medicsre, Medicaid or sny other
i o o federsl or state neelth care programs, plesse et me know of your peyment sarrangements.

e

This business has no current Stete or Federsl government Fines/Debts

E Subcontractons
-*‘ Crwnerzhip/Contraol Interest
@ Significant Transactions

: Dielegsted Officizls
9 Rendering Provider Affilistions

& Signature

Submit Application

Content ©Expand All

GemtingStarted [ ]
B 2uiness informstion
l Practice Information

'@ Disclosure Information

A, Aduerse Actions
@ Finesand Debis (Gov)
P B subeomrocons
8% Ownersnip/Control Interest

@ sigifcant Trensscrions

Q@ 9 Q0 9 0 e @ @

& Delegstea Officisls

e

AR Rencering Provicer Affilistions

o

£ signsturs

B suomit Application o

Previous

@ 9 0 @ @ @ @ @

@

0

1 D

Subcontractors Summary

Awezome, MDH HOME VISITING SERVICES! This pertis even simpler. It's relstec to any
~ o0

SUBCONErECTOrs yOu Msy OF May Not ave,

Does MDH HOME VISITING SERVICES have any subcontractors to which the applicant

has contracted or delegated some of its management fun ® va: O N
providing healthcare services. equipment. or supplies or with whom the appli
entered into a contract, agreement, purchase order, lease, or leases of real property, to
obtain space, supplies, equipment, or services provided under the Maryland Medicaid
Program?
Does MDH HOME VISITING SERVICES have direct or indirect ownership of .
® 5% or more in any of fta subcantractars? ®ves O No
Subcontractor's Ownership/Control §
Type Address Title/Role | Status
Name Interest

Mo Subcontractors

listed

X

Actions

0000

00000

please list any subcontractors the business currently has. If none, please select ‘no’



Content © Expand All 0 0

Subcontractors Summary
Getting Started

Iﬁl Business Information

Awesome, MDH HOME VISITING SERVICES! This pert is even simpler. It's relsted te any
i O o SUDCONTractors you Mey Cr may not have.

Does MDH HOME VISITING SERVICES have any subcantractors 1o which the zpplicant .

has contracted or delegated some of its management functions or responsibilities of O Ye: @ No
providing healthcare services, eguipment, or supplies or with whom the zpplicant has

enterad into & contract, agreement, purchase arder, lease, orleases of real property, to

obtain space. supplies. equipment. or services provided under the Maryland Medicaid

Program?

Previous

. Practice Information

CO000PE

‘¥ Disclosure Informstion

¥ Adverse Actions

@ Fines and Debes (Gov.)

’ E Subcontractors

-.*.‘ Cnwnerzhip/Control Interest

@ Significant Transections

Q@ 0 Q9 0 Q@ © @ @

; Crelegsted Offcisls

=)

w Rendering Provider Affilistions

o]

ﬁ. Signature

B> suomit Application o

40. Ownership/ Control Interest: Please list all individuals / entities who currently own 5% or more of
the organization.

Content O Expand All 0 o

Ownership/Control Interest Summary
GettingStarted

[E8] 2usines: infarmation

In this s=ction, & complete gisclosure of ownership 2nd financizl interestis requirsa. Plesse sod st
lesst one owner or those parties wno have control interest in your Group. Keep in ming that you

! Al 0 O can share 8ny record with snother uzer. mskingit easy to complete your spplication.

Practice Information

C000ee

‘M Disclosure Informstion . o . _ X o . . o .
List any Indivigusls or Entities who nave 5% or more (girect or indirect) Ownersnip. control interest, or partnership interest in MDH HOME

VISITING SERVICES?
Adverse Acti
AR soersacions Al board members, officers, directors, agents, and managing employees must be disclosed in this section,

@ Fines and Debes (Gov.) Ingirect entity owners do not neea to aisclose Doarg mempers, officers, or airectorsif those ingiviouals' only relationship witn the spplicant is

through the indirect owner.
E Subcontractors.

’ -.*.‘ Owmership/Control Interest

@ 0 @ 900 @ e e e

@ Significant Transections —

41. Please identify if the organization is owned by an entity or an individual; click ‘add’



Add Ownership/Control Interest

(O Entity (O Individual

Required value

42. With either the entity or individual, please identify their name.

Add Ownership/Control Interest

@ Entity (O Individual
Is this Entity a corporation?

O Yes (O No

Required value
Legal name

Required value

Add Ownership/Control Interest

(O Entity @ Individual
First name
Required value

Middle name

Last name

Required value

43, Please fill out the ownership individual/entity information.



Plezze enter the followinginformation

[E] Business Informstion [« ] i
First name Al yson
B Precticeinformstion (] Mickdle name
‘a¥ Disclosure Information o Last name: Leszue
A Aoverss Acsiars o Primary Residencs Address
@ Eires sral Dases (G| [¢] @ View Address
Street Address Line
N o e
Required value
’ &85 Owmerahip/Cantrol Interest o
Stef Apt # Sutteffpe
P Sizfioant Trarsactions o
& Delezeen Offcisls o City G
Requirad valse
Rendering Provider Affillations Q .
> State/Province <SelentaStmtes -
Required valse
4" Signature o
County Cou
B Submit Applicstion L ] Required vale

ZIP Code/Postal Code

Required value
Social Security Number o
Required value
Mational Provider Identification (NPI) WA
Required value
Drate of birth P -
Required vahse
Age

Does Allyson League currently participats or has ever participated as a provider in the Mandand Medicaid
pragram orin another states’ Medicaid program?

0 Yes (O Mo
Required valus

Please select the correct option as it pertains to each individual / entity and enter the corresponding
ownership percentage:



Content O Expand All 0 o O O O

Individual Ownership/Control Assoclatlons Adverse Actlons Summary
Interest

Getting Started

Iﬁl Business Informaticn Please select one or more of the cptions thet apply to Allyson League

33 or more Cwnership Interest
Practice Information

‘&N Disclosurs Informstion

% Amount

A Adverse Actions

Required value
@ Finesana Debss (Gov)

Effective date of Ownership
E Subcontractors

’ -.*.‘ Ownership/Control Interest

Required value

@ Significant Transactions

@ 0 0 0 0 0 @ @ e o

& Delegated Officisls

a

Partnerzhip

=]

A renoering Provider Affilistions

! Bosard Member

o
d

ﬁ. Signature

B> suomit Applicstion o

] Meneging Employse

a

Azent

44. Please answer the yes or no questions about the ownership entity or individual.

00000



Comtant © Expand All G Fg 1 ~ e 0

\ S L
Individual Information Ownership/Control Interest Aszoclations Adverse Actions Summary
Getting Started ® —
Associations/Family relations with subcontractors and owners of subcontractors
Iﬁl Businzss Informetion [« ]
Ownership of 5% or more on any subcontractor
B Prectice Informstion ¢ ]
Does Allyson League have ownership with any of MDH HOME VISITING SERVICES subcontractors O Yer O Mo
disclosed in this application?
‘a¥ Disclosure Information o Required valus
% foverseActiaors []
Fines ard Dests (Govl o . ; ; .
@ Fires era Degis G Family Relations with subcontractor or subcontractor's owner(s)
[y suscarersctars (]
Does Allyson League have family relations with any of MDH HOME VISITING SERVICES subcontractors O Yes O No
> £33 Ownership/Control Interest (] disclosed in this application?
Required valus
@ Sizificant Transactions (]
&, Delezmsea Offcials (<]
Does Allyson League have any family relations with any ownes(s) of MDH HOME VISITING SERVICES O Ye: O No
AP Rendering Provider Affillstions Q subcantractors?
Required valus
4" Signature o
B Submit Applizetion o Associations/Family Relations with Individuals (owners/control interest of Applicant)
Is Allyson League affiisted with any Entities or is famiy related to any Indwidusls disclosed in this -
application? O Yes O No
Required valus
Other Associations
Does Allyson League have ny ownership or Control Interest in 2ny other health care provider participating O Yer O Mo
or not participating in Maryland Medicaid?

Required valus

45. This is the ‘Significant Transactions’ page. Please mark ‘yes’ to the following question.

Content © Expand All G O
Significant Transactions Summa
GettingStarted [ ] Y
[E8] Business Information o
z OO (Dlense:arefully resd this question and nnswermmngy.)
B Prectice Information o .‘
| MDH HOME VISITING SERVICES, agree that upon request Secretary of the Maryland Department of @ Yes O Mo
m Disclosure Information [« ] Health, or the Manyland Department of Health, full and complete information will be supplied within 35 days
of the date of reguest, conoeming:
A The pwnership of any subcontractor with which the Title XIX Provider has had, during the previous 12
A Loverss detions [ ] months, business ransactions in an aggregate amount in excess of $25,000.00 and
B. Any significant business transactions, occurring duwing the 5 year period ending on the date of such
@ Fines aro Dests (G [ ] request, the provider and any wholly-owned supplier or subcontractor.
By sumsarwracsors (<] &
&2 QurranipCantra! Imerest [ ]
4 # Sienificant Transactions ]
3, Delezeea Offcisls L ]
w Rendering Provider Affillations.
g Signatwre (o]

P Submit Appilcstion Q

C0000e



46. Please identify any delegated officials. If you do not wish to disclose any delegated officials, please
check the box associated with the question.

Content © Expand All G 0

Delagated Officials Summary

Getting Started

[ Business information
Hars's whars you candesigness all Delegeted Offcizis for your hashth care business,
A Delegated Officlal i etther 1) en Indhvidusl with ownership/control Interest or 2) a W-2 employee (not a contractor] to whom

B Precuceinformstion you wish to give uthorizstion o sign Affillste epplicstions on behatf of your Group or Organizstion.

Ll &l o]l

@ Aadings Delegated Offictal 1s optiansl. i you choose not to add cne. that mesns oaly your Group/Organization's authorized
~ o0

.i, Disclosure Information k Indhidusls may sign Affillste spplicetions.

3 Lovere Actiors

MDH HOME VISITING SERVICES doss not want to report any Delegated Officials at this time

@ Finesara Dests (Govl

By suseoreescore
e Qwmersnip/Cantrol Imerest

=

P Sigrifcans Trarsections

e e e e @ e @ @ @

’ & Delesuted Officials

=)

4%» Rendering Provider Affillstions

o]

4" Signature

B Submit A

47. Home Visiting Services for Doula’s are not required to add rendering provider affiliations, please
select ‘No’.

00000

Content © Expand All o o
Rendering Provider Affillations Summa
CettingStarted 9 W
& Busimessinforma o
Please dizcloss ering provider sffillation by selecting Add Rendering (st b2zt one Is required).
If an Inatviduel iz disclosed In the Crmership/Control Interest sub-form and renders services st this location, they must also be
B Practice Information Q i 0 O sooed 323 Renderingorovider.
&9 Disdlosure Information o
5 MDH HOME VISITING SERVICES required to disclose &l non-billing health care professionals who wil O Yes @ Mo
render health care senvices at the location listed on this application?
48® RencerngProvider Affillations [ _
=
1 4 AD® Rendering Provider Aflistions o
=3
* Signeture o]
P~ Sunrit Application o

48. Once onto the signature portion, please fill out the required information and click submit.



Content ' Expand All )
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Declarations E-Signature Summal
GettingStarted EECNEE &n ¥

[E8] Business informetion
‘You're elmast resdy to sign your applicatien!
Even though you're completing and submittingyour epolication througn ePREP Portal and not on paper, your signsture [ still

E Practice Informstion fazmure, this spplication [ust like your handwriten signature.

&
2
2
o
O

required. Usingt
@ 0 O Plesse reza the Marylznd Medicaid Provider Agrsement. end then check the bowes 1o declars that you agrse with thiz process.
m Disclosure Information

4@» Rendering Provider Affillations

Plesze ngz=thatlo griinue with the e-Signature prooess, you must resd the Provider Agresment.

4* Signature

O 0O @ @ @ @ o

4 (B Eswnaturs

|. Adlyson League, have reed, understond, end 3gree with the terms of the Mendana Mediesid Provider Agreement.

e
&

B Submit Application

|. Allyson League, declere thet | have legal authorization to sign this application for and on behalf of MDH HOME VISITING SERVICES.

2
|. Allyson League., have reviewed my applicstion and believe all Informaticn and sttachments are correct to the best of my knowledze.
b
|. Allyson League, declsre under penalty of perjury under the laws of Marylend that Informaticn and the Information on all sttachments
Is true. sccurate and complete, to the best of my knowledge and belief end thet | 3m suthorized to sign this epplicstion pursusnt to State Regulstions.
b

Content © Expand All e’
@ O o
Declarstions E-Signature Summa
GettingStarted =lEnanire ny

=] Business information
To continue witn the e-Signature process, | need 1o vertfy your parsonsl Information

After agreeingto the declaration, make sure your Soclal Security Number ana Date of Birth are identical to what you entered In
P I ion section of the O i form.

@ OO Plesse treat the same wey 22 If you your PIN st an AThL

If you need nelp with this section, please wetch this In-Comtext Tutorisl sbout e-signinga Facllity spplication.

B Prectice information

‘&4 Disclosure Information

w Rendering Provider Affillstions

e @ @ @ @ Qo e

" Sgnature |, Allyson League. zgree that my electronics|gnature I sttributable = defined in Commercizl Lew Aridle §21-208.
s
4 [ Esignaturs
S5N (last 4 di
= Submit Applicstion [« ] i) FEHE
Required value
Year of birth e
Required value
Email address.

sllyson.league@maryland zov




Comtert © Expand All o) @
Submit Application
Getting Started
[ Business Information [ ]
Almost finished! Before you submit Allyzcn League spolication, you may want to revisw the most common mistskes made that
iy oo s To ravi mistskes, select the “Show Me' button elow
B Prectice Informetion [ ] .‘
AN Disclosure Infarmation > Show common mistakes that cause application deficiencies
w Rendering Provider Affillstions . Provider Agreement
4 Signaturs [ ] ‘ ol Submit Applination
# Previous

B Submit Appiicsion [4 ]

& Cheoisz [ ]
14 o Submit (o]

Congrats your spplication was submitted!
We would love to hear your feedback on our ePREP Portsl

Tell us sbout your experience

WX W

Please feel free to rate the e PREP system and leave any comments that pertain to your application
submission.

Thank you for your time.



If you have any questions, please contact us at

mdh.providerenrollment@maryland.gov



